DOCUMENT RESUME 



ED 326 664 



CE 056 424 



AUTHOR 
TITLE 

INSTITUTION 

PUB DATE 
NOTE 



AVAILABLE FROM 



PUB TYPE 



FriiSr Henning? Sheppardr Harold L., Ed. 
Studies of the Future Aged. An International 
SyiRposium. 

International Exchange Center on Gerontology, Tampa, 

FL. 

90 

77p.; Based on papers presented at the International 
Congress of Gerontology (14th, Acapulco, Mexico, June 
1989) . 

International Exchange Center on Gerontology, 
University of South Florida, Box 3208, Tampa, FL 
33620 ($7.95). 

Collected Works - Conference Proceedings (021) — 
Reports - Research/Technical (143) 



EDRS PRICE MF01/PC04 Plus Postage. 

DESCRIPTORS Adult Day Carey Adult Education? Age Discrimination? 

«Aging (Individuals)? Foreign Countries? Frail 

Elderly? ^Futures (of Society)? ^Geriatrics? 

^Gerontology? Health Facilities? Health Promotion? 

Long Range Planning? Older Adults? Retirement 
IDENTIFIERS ^Denmark? *New Zealand 

ABSTR?.CT 

These : ix papers report on future-oriented studies of 
the situation of the elderly. "Changing Elderly in a Changing 
Society: Danish Elderly in the Next Century" (Henning Friis) reports 
on research dealing with preferences of the future elderly for their 
life when they grow older. "Aging Effectively: Meeting the Challenge 
of an Aging World" (J. David Curb, Andrea La Croix, and ^ack 
Guralnik) % \scusses special factors that promote "succes. in aging. 
"•Future' Studies in Gerontology: The Case of Work and Retirement" 
(Harold L. Sheppard) addresses socioeconomic implications of multiple 
generations in the 65-plus population f domination cf 
intergenerational conflict or "equity" or "equality" issues in the 
changing world, and external factors and trends that bear on these 
two issues. "Income Security for the Future Elderly: can We Avert the 
Crisis by Raising the Age of Retirement?" (Ruth Bonita) presents some 
issues being addressed in New Zealand with regard to tiie provision of 
care for the future elderly population. "Changing Elderly in a 
Changing Society: Health" (Mariaane Schroll) considers: (1) whether a 
society of disabled people is being developed, as old people are not 
allowed to die? and (2) the prevention of chronic diseases by 
developing good health practices in early adulthood. "Use of Health 
care and Social Services by the Elderly: Determinants of Present Use 
and Future Developments" (Anneke Klaassen-van den Berg Jeths) reports 
on a study that sought an explanation for the variations in use of 
service facilities. Each paper concludes with a list of references. 
(YLB) 



* Reproductions supplied by EDRS are the best that can be made 

* from the original document. 



% STUDIES OF THE FUTURE AGED 

^ AN INTERNATIONAL SYMPOSIUM 
CO 

m 



Henning Friis, Symposium Organizer 
Harold L. Sheppard, Editor 



U.S. DEPARTMENT OF EDUCATION 
Otfic« d Educ«tion«i Rmatch and Improvement 

EDUCATIONAL RESOURCES INFORMATION 
7 CENTER (ERIC) 

^^hts document has been reproduced as 
^ received from the person or Ofgamzation 
onginatiog il 

O Minor cfianoes have been made io unpfove 
reproduction quality 



Points of /»ew or opinions stated m ihis docu* 
ment do not necessarily represent o'ficiai 
OERl position or policy. 



"PERMISSION TO REPRODUCE THIS 
MATERIAL HAS BtEN GRANTED BY 



TO THE EDUCATIONAL RESOURCES 
INFORMATION CENTER (ERIC)." 



ERIC 




INTERNATIONAL EXCHANGE 
CENTEH ON GERONTOLOGY 

at the UNIVERSITY OF SOUTH FLORIDA 
A Multi-University Consortium 



STUDIES OF THE FUTURE AGED 



Based on Papers Presented for 
Symposium at the 14th 
International Congress of Gerontology, 
Acapulco, Mexico, June 1989 

Hennning Friis, 
Symposium Organizer 

Harold L. Sheppard, Editor 



Published by 
International Exchange Center on Gerontology 
University of South Florida 
Tampa, Florida 
1990 



ERIC 



3 



Published by 

Interrational Exchange Center on Gerontology 
University of South Florida 
Box 3208 

Tampa, Florida 33620 
1990 



4 



TABLE OF CONTENTS 



Page 

PREFACE HenningFriis v 

CHAPTER 1 Aging Effectively: Meeting The Challenge 
of an Aging World 

/. David Curb, Andrea Z. LaCroix, and 
JackGuralnik 1 

CHAPTER 2 The Case of Work and Retirement 

Harold L. Sheppard. 5 

CHAPTER 3 Income Security for The Future Elderiy: Can 
We Avert the Crisis by Raising The Age of 
Retirement? 

Ruth Bonita 13 

CHAPTER 4 Changing Elderly in a Changing Society: Health 
Marianne SchroU 27 

CHAPTER 5 Use of Health Care and Social Services 

Anneke Klaassen-van den BergJetfis 41 



111 



ERIC 



PREFACE 



CHANGING ELDERLY IN A CHANGING SOCIETY: 
DANISH ELEERLY IN THE NEXT CENTURY 

Henning Friis* 

Introduction 

The chapters in this volume are primarily based on the presenta- 
tions at the Symposium on Studies of the Future Aged which I organ- 
ized for the XIV International Congress of Gerontology, in Acapulco, 
Mexico, June, 1989, I hope the contributions will stimulate funher 
thinking, research and planning on this vital topic of our "future selves." 

A recent future-oriented-study on the situation of the elderly in 
Denmark around 2000-2010 has included developments in population 
and family, health, housing, work and retirement, financial situation, 
shopping and informatics, political participation, and leisure activities. 
The study was initiated and financed by the EGV-Foundation (Dane- 
Age). Ten repc rts have been published in 1988-1990 under the com- 
mon title: New Times-New Elderly (Nye tider-Nye aeldre). 



*Former Director, The Danish National Institute of Social Research and Chairman, 
Danish Future Study on the Elderly. This preface is adapted from the writer's 
contribution to the "festschrit" in honor of Professor Ursula Lehr, in R. Schmitz- 
Scherzer, A. Druse, and E. Olbrich (editors), Altern-Ein lebenslanger Prozess der 
sozialen Interacktion . SteinkcpffVerlag Darmstadt, 1990 

V 
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CHAI'JGING ELDERLY IN A CHANGING SOCIETY: 
DANISH ELDERLY IN THE NEXT CENTURY 

The future elderly are defined as those over 60 years at the be- 
ginning of the 21st century. Specisl emphasis is placed on those who 
will join the ranks of the elderly before 2010. The hypothesis has 
been that their background and attitudes are likely to differ in many 
respects from those of the present cohorts of elderly, particularly those 
now over 70 years of age. 

The majority of the present elderly have lived the larger part of 
their lives under conditions which have been different from what has 
been the experience of the coming cohorts of elderly. The new co- 
horts have for most of their lives been used to a higher standard oi 
living, better housing and other consumer habits. The fu!ure elderly 
have experienced more frequent changes in their family life, and they 
have fewer children. They have attended school for more years and 
more often had vocational and higher education. Most of the women 
have joined the labor market, and a majority of them have been in the 
public and private service sectors. Tho.se who are now in the age 
group 60-70 years old have retired earlier than their predecessors. 

A Cohort Survey 

In order to test hypotheses about the future elderly and their 
preferences for their life when they grow older, an interview survey 
was carried out in 1987. The survey is based on a representative 
sample of 1,200 persons in the age cohorts 40-44, 50-54, and 60-64 
years. The interview questionnaire included questions indicating the 
strength of, and the confidence in, the support of the social network, 
the health status and future demands on the health services, prefer- 
ences regarding housing, attitudes towards work and retirement, their 
future financial situation, desires regarding leisure activities and in- 
volvement in community activities and poHtical participation. The 
results of the survey have been presented in a separate volume on 
attit..des and expectations. 

The differences between the three cohorts turned out to be smaller 
than we expecteo. It seems that both age-effects and cohort-effects 

vi 
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have had less influence than the so-called period effect, i.e., the effect 
of recent historical events on all cohorts. This means that on several 
topics we are able to look upon the future elderly as one group with a 
consistent pattern of attitudes. For instance, the future elderly agree 
upon putting high value on good housing and they are prepared to pay 
relatively high rents for good accommodation; the majority want to 
stay in th'^ir own homes as long as possible. They also agree upon 
feeling confident in the support of their (well-functioning) social net- 
work. 

In other matters, there are differences between the cohorts, for 
instance, regarding health. The results showed differences between 
the cohorts as to tolerance with ailments and pain, the younger co- 
horts showing a lower threshold than the oldest. The implication of 
this might be that they may make heavier demands on the health 
services. 

Besides the findings of the three-cohort-study, a great number of 
available data sources have been used, and other statistical studies 
have been commissioned.* 

I shall briefly indicate some of the conclusions in nine main ar- 
eas: 

1. Demography and family. 5. Financial aspects. 

2. Health. 6. Shopping and informatics. 

3. Housing. 7. Political participation. 

4. Work and retirement. 8. Leisure activities. 

9. Intergeneration relations. 

1. Demography and family relations 

Alternative population projections have been used, all indicating 
that the population over 60 years of age will grow rapidly, particularly 
after 2010. Those over 80 years of age show the greatest rate of 
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*The planning and direction of the future study has been the responsibility of a small 
interdisciplmary steering group. WorL in the special areas covered by the future study 
has been assigned to a number of researchers, who have worked closely with the 
steering group. The steering group has, on the basis of the ensuing reports, prepared 
a cross-sectional report addressed to the general public. 
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CHANGING ELDERLY IN A CHANGING SOCIETY: 
DANISH ELDERLY IN THE NEXT CENTURY 

increase. Special projections of the distribution of the e! ierly popu- 
lation according to civil or marital status have been undertaken, show- 
ing that the share of single persons will increase. Our survey also 
suggests thai those over 70 years of age increasingly will be a link in a 
four-generation family, but they will continue living separately. Con- 
tacts between generations are still frequent, and there is no indication 
that the family will be less prone to assist old family members in the 
future. 

2. Health 

Our study of the hea'th situation of the future elderly has as its 
point of departure the Glostrup longitudinal Population Survey. Here 
data are available to determine health changes and environmental 
end life style factors influencing disabilities in a Danish population 
during the- period 1964-1984. The following assertions can be made 
with a reasonable degree of confidence: 

• Old Danej^ will be even older. 

• Increases in life expectancy will probably be a consequence of 
improvements in active life expectancy. 

• Younger elderly will be. functioning betf than today's young 
elderly, while the total number of very old and disabled will 
increase. 

• We expect more very old, single, demented, incontinent, inse- 
cure people in need of protection and care. 

Our three-cohort survey shows that the younger among the future 
elderly are more health-conscious than the older, and they are, as 
mentioned, less tolerant toward illness and pain. 

3. Housing 

For this study, a statistical analysis has been carried out on the 
housing situation and the behavior in the housing market of the pres- 
ent and future cohorts of elderly. 

Single-family housing will be more usual among the future eld- 
erly than among the present. More than two-thirds of the coming 
elderly will live in a house or an apartment which they own. Most 
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future elderly are inclined to keep their present home, one of the 
reasons being that attractive alternatives will hardly be availat le. A 
minority indicate, however, that they consider moving to a smrJler or 
better-situated dwelling, and some say that at a later stage they might 
want to live in shared housing with other retired persons. 

If the future generations of elderly are as immobile as the present 
ones, younger families will encounter difficulties in obtaining the same 
level of housing as their parent generation. 

4. Work and retirement 

Since the 1960's, the labor force participation rate for men has 
decreased, particularly after the introduction of the Early Retirement 
Benefit Act in 1979. The reasons for the reduction of the retirement 
age have been the negative attitude of private and public enterprises 
towards elderly workers; high unemployment and ensuing pressure 
from younger employees to squeeze elderly colleagues out; and in- 
creasing willingness among employees to retire early. 

The conclusions regarding the future can be summarized as fol- 
lows: Future demand for employees over 55 years of age will increase 
only if the level of employment increases. But, even then, their em- 
ployment situation will still be difficult, because of the rapid changes 
in the labor market. This /lecessitates a forceful progiam of training 
and retraining for employees in their 50's. The survey indicates that 
the interest in vocational training among the two younger cohorts is 
considerable. 

The positive attitude of the majority of employees towards early 
retirement will probably not change. The younger cohort in our sur- 
vey showed less interest in work per se than the older. There will, 
however, still be a considerable number who prefer to work longer, 
particularly if part-time work is available. Further, there will in the 
future be more employees with a higher educational level than at the 
present time. These groups tend to retire later than the less educated, 
and there may, therefore, be a trend in the direction of later retire- 
ment. 
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5. Financial aspects 

The Danish pubh'c old-age pension system is different from that 
of most other countries, a;^, it C( \sists of a fiat-rate amount to all 
pensioners and a pension supplement, v;hich is income-tested. It is 
financed from general taxation. There is no obligatory system of 
supplementary pensions, related to former earnings. Only about 40 
percent of the wage earners are covered by agreements on occupa- 
tional pensions (i.e., employer-based). Although the majority of Dan- 
is wage-earners in the 1990's probably will be covered by occupa- 
tional pension schemes, the payments therefrom will only be signifi- 
cant for those who will reach 67 years of age 20-30 years later. 

In the first decades of the next century there will, therefore, be 
two distinct classes of pensioners: The largest group will only have 
the general public old-age pensions, while the other group in addition 
wiil Lave quite substantial occupational pensions. 

6. Shopping and informatics 

Many retail shops will be closed in the next decades, and in some 
areas there will be a significant distance from the elderly's home to 
the nearest shopping area. The future elderly will, however, to a 
higher degree than the present, own cars. But those who have no car 
and live in individual housing areas or in the countryside will be 
seriously affected, particularly those who have walking difficulties. In- 
creasingly, it will be necessary to assist them with shopping. 

Most of those who now are over 50 years of age are not familiar 
with modern information technology. The younger among the future 
elderly will be more accustomed to the use of computers for informa- 
tion and practical purposes, including shopping and rnoney transfers. 
From the turn of the century, th''s technology will be in common use. 
It will, therefore, be necessary to introduce older persons to the use of 
the new information systems, and to decide upon a special rate policy 
for those who are unable to pay the charges. 
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7. Political partlcipathn 

The future elderly will, as mentioned, on average be more edu- 
cated and better off than the present elderly. They have also had a 
greater variation and freedom in their lifestyle and attitudes. This 
goes particularly for the youngest cohort of women. Based on our 
own survey and data from Danish voter surveys since 1971, a study has 
been made regarding the political opinions and political participation 
of the future elderly. The conclusion is that they generally will have 
less authoritarian attitudes than their predecessors; tney will be less 
politicaliy alienated; and they feel more responsible toward public 
matters. 

8. Leisure activities 

Most of the future elderly will be more active in their life of 
leisure, which begins earlier and ends later, than was the case for the 
elderly a few decades ago. They indicate that they have a wide range 
of interests. Among leisure activities, to which they will give high 
priority upon retirement, are further education, community work and 
other activities with contacts to other people. They indicate that they 
preferably will use the cultural services that are open to all age groups 
and they are less interested in exclusive arrangements for the old. 

However, there will still be a group of elderly who are in a weak 
position. They have never had cultural interest'., they have few out- 
side contacts and they remain lonely and inactive; for them, special 
initiatives are needed. 

9. Future relations between generations 

Our survey and other data have indicated that the relations be- 
tween younger and older people in Denmark show no manifest con- 
flicts, and are rather harmonious. Traditionally, older people are 
viewed as a weak group, and old age pensions and services for the old 
have always been given a high priority in public decisions, though 
older persons are excluded from direct political and organizational 
influence. From the age of 70 years or before, they are de facto 
barred from seeking political office. 

xi 
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CHAPTER 1 



AGING EFFECTIVELY: MEETING THE CHALLENGE 
OF AN AGING WORLD 

J. David Curb* 
Andrea Z. LaCroix* 
Jack Guralnik* 

In this century in a variety of countries around the world, we have 
seen the dream of significant increases in life expectancy move closer 
to reality. However, as human life expectancy increases, it has be- 
come evident that remaining healthy, vigorous and free of disability 
into the last years of life is as important, perhaps even more impor- 
tant, than the absolute number of years achieved. 

In the great majority of cases, the challenge of growing older 
involves more than the avoidance of disease or physiologic change. It 
frequently requires effectively compensating for physiologic changes 
and diseases. This is illustrated here, us> ^ data from East Boston, 
one of the National Institute on Aging''^^ E..ablished Populations for 
Epidemiologic Studies of tlie Elderly (E^ESE). Table 1 gives the pro- 
portion of a community-dwelling older population functioning without 
disability or disease. In the overall population age 65 and older in this 
study, only 15.3%, and among those 80 and older, only 6.8%, have 
neither demonstrated/discovered disability nor chronic conditions. 



♦National Institute on Aging, Epidemiology, Demography and Biometry Program, 
Bethesda, Maryland. 
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AGING EFFECTIVELY: MEETING THE CHALLENGE OF AN 
AGING WORLD 



Table 1 

Prevalence of Individuals Free of Disability 
and Chronic Conditions in a Cross Sectional Survey 

Percent with no chronic conditions or disability 



Age Group 


Total 


Men 


Womer: 


65-69 


19.7 


23.7 


17.0 


70-74 


16.9 


232 


12.8 


75-79 


12.6 


21.1 


7.6 


>80 


6.8 


10.9 


4.7 


Total 


15.3 


21.1 


16.3 



The term successful aging, as recently defined by Rowe and Kahn, 
emphasizes recent findings indicating that there exist "older persons 
with minimal physiologic loss, or none at all when compared to the 
average of their younger counterpart*^." 

For the most part, this and other terms utilized to date do not 
describe the process of adapting to growing older in most societies. 
The concepts thus are limited in their utility for the facilitation of 
rational public policy aimed at dealing with the potentially drastic 
social, economic and medical changes associated v/ith the rapid aging 
of the populations of m^iny developed and developing countries over 
the next few decades. 

An alternative term for the adaptive process most individuals 
undergo with advancing age might be "effective aging" which can be 
applied to all older people. Despite physiologic declines which are 
most often related to disease, less than ideal levels of risk factors, and 
clinically diagnosed disease, a great deal of adaptation and rehabilita- 
tion can occur, permitting the maintenance of relatively high levels of 
functioning in a large segment of the older population. This is the 
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concept fundamental to effeclive aging, "this concept should not be 
viewed as dichotomizing individuals into effective and ineffective, but 
rather should be viewed as a dynamic continuum. This J eaves open 
the exciting potential for improvement, almost without regard to the 
level at which one starts on the continuum. 

A host of factors can influence the ability to age effectively and 
the lifestyle choices which promote that state. Beyond the burden of 
disease and disability, these factors include economic well-being, so- 
cial support resources, availability and access to health services, and 
psychological well-being. Among those who age effectively, declines 
as minor as loss of high frequency hearing or as major as a heart 
attack or hip fracture need not translate, as they often do, into perma- 
nent disability and loss of quality of life. Indeed, it is often the case 
that seemingly similar individuals with similar clinical problems expe- 
rience very different long-term alterations in function and well-being. 
Understanding the reasons for these different compensations can help 
us to discover better ways to keep the quality of life high among older 
people in our society. 

In conclusion, it would be a grave mistake for the society or the 
scientific community to exclusively adopt the "successful aging" ap- 
proach as a guide to developing future research agendas, or more 
broadly directing public health policy. Yet it is also critical that we 
continue to increase our I'nowledge of those special factors which 
promote "success." The concept of effective aging proposed here en- 
compasses both successful agers and the vast middle ground of older 
people for whom maintenance of functional abilities in the face of 
physiologic losses is a reasonable and practical objective. Among 
those people who slip below the threshold of effective aging, many 
could benefit from interventions aimed at restoration to levels of well- 
being compatible with effective aging. Effective aging provides a 
unifying concept for the study of prevention, treatment, and rehabili- 
tation with the ultimate goal of developing health care practice and 
policies which will maximize the quality of life for the largest number 
of older people. 
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CHAPTER 2 



"FUTURE." STUDIES IN GERONTOLOGY: 
THE CASfc OF WORK AND RETIREMENT 

Harold L. Sheppard* 

In my original abstract submitted to Henning Friis, I indicated 
that I would include the following in my symposium presentation: 

(1) Socio-economic implications of multi-generations in the 65-plus 
population and possible scenarios regarding "responsibility" for 
and by the elderly. 

(2) The extent to which intergenerational conflict or "equity" or 
"equrJity" issues may come to dominate the changing world. 

(3) Externa factors and trends - including values/ideology, econo- 
my, technology, and politics - that might have a bearing on (1) 
and (2) above. 

Any careful consideration of the "future" must avoid the preten- 
tious practice of predicting what the world of tomorrow will be, as if 
we were fortune tellers. We will gain more respect if instead, we 
discuss different scenarios, as I pointed out in a symposium in Stuttgart 
organized by Ursula Lehr in November, 1988. 



♦International Exchange Center on Gerontology University of South Florida, Tampa, 
Florida 
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As public leaders and intellectuals, and as persons close to the 
general public, we must ask ourselves, what do we want future society 
- ten to twenty years from now - to be like? .\nd then to consider 
the means and resources necessary to reach those goals. Do we actu- 
ally have the resources to make a reality of those goals, to assure the 
kind of society that we piefer? "Such reasoning is a far cry from that 
>ype of 'futurism' or "futurology' that tells us what the future society 

mil look like; what the worklife of older men and women will be I 

find it difficult to accept without question the many official and expert 
projections of the age-structjre for the work forces of the future'* 
(from Stuttgart remarks). 

Perhaps the safest form of futurology, however, is to be found 
among the demographers. But even in their case, most of them have 
been prone - until recently - lo make projections on the basis of lim- 
ited, urJmaginative assumptions about factors that influence-for ex- 
ample-morbidity and mortality rates and life expectancy. The best 
we could expect - until recently was a series of different projections 
base d primarily on different fertility rates. 

We now know how wrong that has been in very recent decades 
when mortality rates of adults and even older adults have improved - 
at least in the western world and in other societies such as Japan and 
Australia. Reductions in deaths due to cardiovascular disease are a 
good example. Today, there are scientists making new projections 
that point to even higher numbers of the older population (and its 
subgroupings) than even the recent projections have called for. 

Another important observation: I have seen little, if any, atten- 
tion paid to the social and economic ramifications, for the turn of the 
century, of previously unexpected increases also in the case of middle- 
aged cohorts, say, those 40-59 years old. Previously unexpected in- 
creases in the number of that age group ostensibly mean that fewer 
workers will die before reaching conventionally accepted labor force 
exit ages, that is, they will occupy the labor forces of our societies in 
numbers larger than we had thought. What does rhat mean in terms 
of: 
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(1) Labor mobility and educational chances of younger workers? 

(2) Making up for some labor force entrant-age shortages that 
are immediately impending in many societies? 

(3) Providing a larger working population "support base" for the 
much older nonworking population than current discussions 
about public and private pension (and health-care costs) fu- 
tures assume? 

The issue of the future of retirement age at present remains 
cloudy, despite the sophisticated econometric projections so popular 
today. We cannot assume that the conditions or assumptions used in 
most, if not all, such projections will remain the same. I refer not only 
to the kinds of dynamic demographic processes just mentioned, but 
also to a variety of potentials such as the following: 

1. There are global developments which portend shifts in the 
relative economic power or weaUh of Western European and North 
American economies which contribute much to the wherewithal to 
make comfortable levels of retirement living possible. These develop- 
ments include the "globalization" of huge corporations which will no 
longer have national identities or loyalties, despite any protectionist 
tendencies in any given national economy. The Europa/1992 is per- 
haps only a micro-portent of that so-far unchecked trend. 

2. In the United States at least, there appears to be an unexam- 
ined assumption that the proportion of workers covered by, and as- 
sured of, private-pension benefits (and of benefits that are adequate) 
will continue to rise. There is no guarantee of that at all. But we 
make many assumptions about the number and quality of the popula- 
tion of retirees in the near future, as far as adequate retirement stan- 
dards of living are concerned. 

3. On the same topic, it may turn out in that near future, and 
beginning even now, that the role of public pensions as incentives to 
retire at a given age - which is typically declining - may also diminish. 
Perhaps as some form of a response to the belief that too much is 
already being done for the elderly in America as one example, we are 
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already beginning to observe the beginnings of a pattern of what one 
perceptive economist, Sheila Zedlewski of the Urban Institute, calls 
the "increasing fiscal burden on the elderly." If she is correct, each of 
separate, seemingly small policy decisions of the past decade could 
together decrease the incentives to exit from the labor force at ages 
characterizing recent years. These changes in the United States in- 
clude the following: 

1. The delay in paying cost-of-living adjustments in pension bene- 
fits. 

2. Starting in the year 2000, a gradual increase in the age for full 
pension benefits, coupled with greater "penalties" for exiting 
as young as 62. 

3. Taxation of one-half of retired worker's public pensions, that 
began in 1984. Furthermore, the threshold at which such 
income taxation begins is not adjusted for inflation. 

This means that an increasing proportion of America's retirees 
will be paying taxes on one-half of their social security income. Be- 
fore such taxation was initiated, the United States, I believe, was one 
of the few countries, if not the only country, that did not tax the 
equivalent of social security income, a fact which gets little attention 
in discussions of cross-national differences regarding intergeneration 
"inequity". 

Other factors that contribute (or that might contribute) to the 
disincentives to retire at ages characterizing recent vears include the 
new surtax on only the elderly themselves to provide for presumably 
increased health care services, in 1988 legislation, thus replacing the 
time-honored social insurance principle.* Zedlewski also deals with 
the general "tax reforms" in earlier years of the 1980's that have the 
potential of greater retirement disincentives. 



*This legislation was repealed in '989 - HLS 
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4. Other disincentives may derive from demographic dynamics, 
including the growing prevalence of two or more generations within 
the 60-plus population. To what extent will workers 55 to 59 years 
old, for example, be able to retire in their early 60's as they increas- 
ingly have older parents and relatives still alive Ki their late 70's, and 
in their late 80's or early 90's? If the counter argument is that increas- 
ingly, future cohorts of the "old" will be receiving retirement income, 
and therefore will be better able to meet the elder-care responsibility, 
I repeat my earlier remarks about the future of adequate retirement 
income sources, not to mention the fact that few, if any, private-sector 
pension systems (at least in the United States) provide for indexation 
of benefit amounts. "Eldercare" will definitely be an emerging issue 
for governments, employers, families, and the elderly themselves. 

Current discussions of the future of retirement age policy are 
increasingly focusing on the impending shortage of young labor force 
entrants. The "mix" of that shortage involves adaptations through 
greater use of relatively young women; immigrants; and/or older per- 
sons. Greater emphasis on the latter will obviously influence retire- 
ment age patterns. 

5. These comments about the future of retirement age policy are 
based strictly on d-^mographic and economic considerations. But there 
is the socio-cultural and social-psychological realm of reality, too. Re- 
tirement at a given age, typically before age 65, is the norm today in 
modern societies. In contradistinction to the tone of what I have said 
so far, that norm of pre-65 retirement, perhaps pre-60, exit from the 
labor force, may become a well-entrenched cultural pattern.* 



♦The Organization of Economic Cooperation and Development reports labor force 
participation rales of old^r workers (55-64; and 65 and over), male and female. Using 
the male 55-64 category as one indicator or proxy for retirement age p Ucy and 
practice, the discrepancy between 1985 participation rates and OECD-member coun- 
tries is wide indeed: 
France 50.1 
Sweden 76.0 
Japan 83.0 
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Economic, political, and technological adaptations may have to 
be found in response to that entrenched pattern. More realistically, 
we may find the early years of the next century a period characterized 
by a dynamic tension between the conflicting trends of economics, 
politics, demography, and psycho-social values. 

Compromises, in other words, may have to be forged, involving 
trade-offs between retirement quality of life and early retirement; 
between the private-public costs of providing financial and social sup- 
port for family and other care^ wers to the frail elderly. If tomorrow's 
young want to be treated with dignity in their own old age, they may 
have to exerdse greater deferred gratification than the young of to- 
day. 

The future of the presumed inter-generation conflict - which var- 
ies widely among the countries represented here and in other coun- 
tries, and which may in part be subject to differing degrees of "crisis" 
rhetoric - will depend not only on the so-called objective demographic 
and economic conditions making such conflict possible but not inevi- 
table. It will also depend on the way powerful media and image-mak- 
ing institutions explain and define the nature and etiology of age 
differences in socio-economic status and power. To return to the first 
part of this statement, we as social scientists interested in gerontology 
also can play a role in the construction of the definitions of ecoromic, 
and socio-cultural situations. The outcome of that process may deter- 
mine, in part, the extent to which older men and women will be 
perceived as the scapegoats for any disadvantaged po^^itions of their 
younger cohorts. 

6. As for technology^ it is a key component of much of the out- 
come just cited. We have only begun to take the very first steps to 
explore the potential benefits of biotechnology and genetic modifica- 
tions, as far as quality of health and its prolongation are concerned. 
At another level, industrial technology could continue to raise produc- 
tivity (not simply production) and thereby reduce per-worker costs of 
supporting the non-working population, young and old. 
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On perhaps a more mundane level, the currently high costs of 
medical care for severely chronically ill persons (disproportionately 
the so-calied old-old) stem partly from costly sophisticated medical 
technologies. The fear-morigering projections of the price of an aging 
society ar? heavily based on the extrapolation of current expenses of 
that technology multiplied by the population explosion of, say, ih^ 85- 
plus category. Those costs are based on the assumption of no possi- 
bilities of reducing the costs. Such costs will certainly not undergo 
much reduction as long as little or no investments are put into re- 
search and development by public and private sources designed ex- 
plicitly to lower the extreme costs of high medical technology. 

Once again, my point is that we must ourselves discuss and de- 
bate the kind of future we want, and put our resources to work to 
make that future more probable than current portraits call for. Our 
responsibility is noi to predict tomorrow, but instead to help construct 
it, or at the very least to paint the types of scenarios if this or that is 
done or not done. 
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INCOME SECURITY FOR THE FUTURE ELDERLY: 
CAN WE AVERT THE CRISIS BY RAISING THE AGE OF 

RETIREMENT? 

Ruth Bonita* 



Summary 

New Zealand is unique in having a flat rate benefit which is 
universal and payable to men and women at age 60. Because it is set 
at a level which is generous by international standards, and accounts 
for 12% of all government spending, one of the major issues facing 
the current Labor Government of New Zealand is the sustainability of 
the cost of the scheme for future cohorts as they enter retirement. 
The vigorous public debate on this issue reflects, at least .1 part, the 
intergenerational conflicts that can only increase as social elements 
within societ)' focus on the aged as a "burden" in our society. Income 
support for the elderly population exemplifies trie range of complex 
issues involved in all developed countries as a result of the demo- 
graphic changes we can expect in the future. 

Concern about higher dependency ratios and close scrutiny of 
how to get the best value for money out of pension schemes is not 
unique to New Zealand. Even though OECD countries already rely 



♦Department of Geriatric Medici^.c, University of Auckland, New 21caland. 
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more heavily on their citizens lo save, virtually every government is 
addressing the problem of how to use taxpayers' funding of retirement 
more cost-effectively while ensuring that no one lives in hardship in 
his or her old age. 

Changes to the age of retirement have important implications for 
the standard of living and health status of the elderly, and the effects 
of changes need to be closely monitored. Because cohort studies are 
unable to measure the effect of income on health status, cross-sec- 
tional studies on random samples of the population repeated at regu- 
lar intervals are proposed as the most cost-efficient way of monitoring 
the health of the elderly. 

Introduction 

T\ie emergence of the elderly as a subitantial subgroap within the 
population has been described as a crisis, not only for the health care 
system, but also for the social welfare sector which pro ides income 
security for the elderly. All OECD countries, even those with consis- 
tent and integrated policies, are facing the problems associated with 
an aging population-some more thar. others. Table 1 summarizes the 
extent of the population differences being tackled by some of the 
countries represented at the Acapulco Congress.. New Zealand, with 
the smallest population and lowest percentage of 60s plus, could be 
seen to be in a favorable position, but in the absence of a significant 
increase m productivity, the growth of the retired population will in- 
tensify the competition for limited resources in New Zealand. 
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Table 2 

Total Population of Mexico and Selected OECD 
Countries 



% of Population 
1985 60-plus 



Countrv fmillions) 


Male 


Female 


USA 


240.0 


18 


14 


Mexico 


80.0 


6 


5 


West Germany 


61.0 


24 


15 


Australia 


15.7 


16 


13 


Sweden 


8.5 


25 


21 


Denmark 


5.0 


22 


18 


New Zealand 


3.5 


15 


12 



The purpose of this chapter is to present some of the issues 
currently being addressed in New Zealand with regard to the provi- 
sion of care for the future elderly population. Five options for the 
future are outlined. 

Profiles of the over-sixties 

There are currently about half a million people over 60 years of 
age in New Zealand (15% of the total population); within this cate- 
gory there is an enormous diversity. While some work, most are 
retired; some have considerable assets, others have very limited in- 
come; some can call upon the support of family and friends, while 
others live alone. In recent decades there has been a trend to earlier 
retirement which is explained by changes in expectations (possibly 
resulting from incr^jased affluence), a deteriorating employment situ- 
ation, a gradual lowering of the normal age of retirement, and the 
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availability of redi .xdancy pay as industries make for more "efficient" 
production. 30% of the population over 6^ is in the "youngest" age 
group (as a proportion of ail those over 60), and there is a greater 
proportion of v^omen than men in all age groups- 



Future projections 

New Zealand^s total population will increase by 15-2% (496,000 
people by 2011)- The percentage change for different age y^oups 
(1986 - 2011) is shown in Figure 1- The greatest growth is in the 
oldes! age groups; this translates to an additional 60,000 people over 
60 years of age- 
Figure I 

Projected Population 1986 - 2011 
New Zealand 



% Change 




-10 



0-14 15-64 

Age Group 

1986: 3,263.000 2011 (est): 3.759.000 
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Figure 2 and 3 show the expected change in the dependency 
ratios in selected OECD countries from 1985-2025. The dependency 
ratios represent the percent of the population under 15 and 65-plus, 
each expressed as a percentage of the population 15-64 years. In mo.st 
countries, the decline in the "young dependency ratio" is concentrated 
in the years up to 2000-2020, while the rise in the "old dependency 
ratio" occurs mainly after the year 2000. The OECD predicts that 
between 2030 and 2050 the proportion of the elderly will reach its 
maximum almost everywhere and then stabilize at a slightly lower 
level. On current projections, by the year 2036, there will be fewer 
than two people of working age in New Zealand for each person aged 
60 years, compared with about four at the present time, clearly an 
untenable situation. 

Figure 2 

Projected o!d dependency ratio (65+) 
to population aged 15 - 64 years 



Percent 
40 1 
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Figure 3 

Projected young dependency ratio. <15yrs 
to population aged 15 - 64 years 



Percent 
40 1 




The Future Elderly 



It is difficult to peer into the future and accurately predict out- 
comes. Growth and output depend on the employment sitaation, 
trends in labor force participation rates (especially those for women) 
and growth and productivity, all of which are impossible to predict. 
The productivity of the future generation of workers will depend on 
the education thev receive and the investment in new technology. The 
growing demand tor ser/ices, especially in the health sector, is likely 
to more than absorb any of the labor force that can be spared if the 
means to fund such services can be found. 

Nevertheless, the new generations of retirees are those who will 
have benefitted from the property boom in the 70s and the easy home- 
owner policies in the postwar period. Currently, 75% own their own 

18 

er|c p:8 



BONITA 



homes and a further 15% have a mortgage; only 10% live in rental 
accommodation. In their younger days this cohort (including those 
currently aged 40-plus) generally also experienced full employment- 
and a buoyant welfare state which provided free health care and edu- 
cation. While in general, those who can expect to retire over the next 
20 years have been relatively advantaged, amongst this group there 
are some who have been casualties in the recent economic reiorms. 
Many of those retiring after the turn of the century may again have 
had less favorable experiences. 

Prolonged periods of unemployment in the 1980s mean that many 
have limited ability to save for their retirement in any form. The 
cohorts who will enter retirement in the next century will be less likely 
to have enjoyed continuous full employment, less likely to have been 
able to provide a debt-free home, may be less likely to have private 
superamiuation advantages, and are probably less likely to be permit- 
ted to enjoy the advantages of a generous state pension. 

National Superannuation 

The Old Age Pension was introduced in New Zealand in 1898 
from the age of 65 years. Conditions for eligibility were initially very 
strict and included income and means tests, 25 years residency in New 
Zealand and a requirement to be of "good moral character and sober 
habits". Over time, the pension has gradually increased and the quali- 
fying conditions have relaxed. The major innovation in state superan- 
nuation occurred in 1940 when the age of eligibility was reduced to 60 
years. The structure of state pensions remained intact for the next 30 
years while the levels of benefits gradually increased and the coverage 
was expanded. In the past two decades, however. State superannua- 
tion has gone through a period of rapid change. The current National 
Superannuation scheme was established in 1977 by the National Gov- 
ernment and for half the population aged 60 or more, is the major 
source of income. 
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A comparison of th ; age of eligibility for pensions in New Zeal- 
and and other OECD countries is shown in Table 2. 

Table 2 



Age of Eligibility for Full Basic Pensions in Selected OECD 

Countries 



Country 


Eligibility age 


Other elgibilitv conditions 




Men 


Women 




Australia 


65 


60 


10 years residence 


Belgium 


65 


60 


45 years contributions 


Denmark 


67 


67 


40 years residence 


Germany 


65 


65 


5 years contributions 


Japan 


60 


55 


25 years contributions 


Netherlands 


65 


65 


50 years contributions 


New Zealand 


60 


60 


10 years residence 


Norway 


67 


67 


3 years residence 


Sweden 


65 


65 


Required years residence 


USA 


65 


65 


Various requirements 



New Zealand's National Superannuation has been described by 
OECD countries as "remarkably simple and generous". The basic 
design is a universal flat rate benefit (equal to 80% of the average 
after-tax wage) financed out of general taxation with eligibility deter- 
mined only by age and residency. In contrast, the main source of 
retirement income in most other OECD countries is an earnings- 
related pension based on past contributions with a flat rate welfare 
payment available for those who have not contributed. National Su- 
perannuation in New Zealand, however, provides a flat rate benefit 
paid out of general revenue. In addition, all superannuitants are 
entitled to higher subsidies for primary health care, assistance with ac- 
commodation costs if necessary, subsidized domiciliary services, and 
rest home subsidies to cover the difference between income and the 
costs of residential care, where such care is needed. All public hospi- 
tal care is free, 
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National superannuation, as it exists at present, has a number of 
advantages for women. Above all, it is paid to women in their own 
right, married or single. For many women, it has been the first inde- 
pendent income they have ever received and is the only acknowledge- 
ment of their unwaged contribution to society. 

Age of Retirement 

While the age of retirement has been falling throughout this cen- 
tury, longevity has been increasing, especially for women. Thus, the 
period of withdrawal from the paid work force has been extended at 
both entry and exit. The problems of redistribution associated with an 
aging population suggest that it may now be time to reverse this trend. 
The dependency ratio of the potential labor force to the retired popu- 
lation according to differing ages is shown in Table 3. 



Taf)le 3 



Ratio of the Potential Labor Force, 
According to Age Criteria 



% of Population 



60-plus* 



65-plus 



1990 
2000 
2010 
2020 



24.9 
25.4 
29.7 
37.3 



16.0 
16.3 
18.6 
22.9 



* % of population 60 and over expressed as a % of the 
population 15-59. 

** % of population 65 and over eicpressed as a % of the 
population 15-64. 
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Clearly, raising the age of eligibility to 65 would dramatically 
reduce the dependency ratio problem, although it is worth bearing in 
mind that these dependency ratios assume everyone within the labor 
force will be in paid employment and be contributing to measured 
economic growth and tax revenues. The cost to the state of a univer- 
sal scheme would be somewhat reduced by raising the age of eligibil- 
ity but would still be large. The net cost according to differing age 
criteria is shown in Table 4 as a percentage of private market income 
based on current benefit levels. 

Table 4 

Increase to Costs of a Universal Scheme as a result of Population 
Changes imd Changes in Age of Eligibility 



Eligibility Eligibility 



Year Age 60 Age 65 

1991 8.7 7.1 

2001 9.0 7.3 

2011 10.3 8.1 

2021 12.6 10.1 



This table shows that the real tax level needed to sustain a bene- 
fit at a given proportion of average earnings will rise substantially over 
time and costs could be held by reducing the benefits paid. This 
would adversely affect those who rely on their pension. 

Future Options 

Changes to National Superannuation, because of the change in 
the dependency ratios of the older population to the working age 
population, is inevitable. A number of options for the future funding 
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of income security for the elderly have been suggested: (1) taxes 
could be raised; (2) the age of entitlement could be increased; (3) the 
level of benefits could be lowered; or (4) the benefits provided could 
be more tightly targeted. The five options offered by the Minister of 
Social Welfare for public debate are as follows: 

1. Targeted state assistance (means and income tested) providing 
income only for those who dc not have enough money to main- 
tain a reasonable standard of living; 

2. A targeted scheme with a universal part-pension to everyone 
above a certain age; 

3. A modification of the present National Superannuation scheme 
by raising the age of entitlement and increasing the minimum 
period of residence; 

4. "Social insurance" whereby taxpayers would make compulsory 
contributions with pensions for those who had low contribution 
records (or who did not make contributions) being topped up 
by the state; 

5. A compulsory funded state scheme \vith a private contracting- 
out option whereby a special levy on income would provide a 
pension based on the amounts actually contributed to the state 
scheme. 

The Government appears to be leaning toward replacing the scheme 
with some form of contributory system, whereby those receiving in- 
comes contritate to a fund out of which some proportion of their 
retirement income will be financed. 
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A contributory system, commonly used by OECD countries, en- 
tails specific problems for women. Women earn much less in the 
work force than men, despite the passing of equal pay legislation over 
a decade ago. Women also encounter discrimination which prevents 
promotion to higher paid jobs. Responsibilities such as child care and 
looking after elderly relatives often make it more difficult for women 
to sustain a career and a regular savings plan. Some women do not 
have a choice about what kind of work they can get, and take on low- 
paid or part-time work which will fit around their children's needs. 
More and more, women and members of the paid work force take 
time out for childbciring and rearing, rather than being unpaid house- 
hold workers who take paid work from time to time. In 1986 35% of 
the full-time labor force were women and just over half of all women 
15 years and over were in the work force. Despite equal pay legisla- 
tion 15 years ago, there is still a huge gap of around 25% between 
average male and female ordinary-time hourly earning. 

Because women live longer than men, they would have to pay 
more to get the same level of pension, or end up receiving a lower 
level of pension for the same contributions. One solution to this 
problem would be to ensure compensation for those whose earnings 
record is interrupted by unemployment, illness, disability, and times 
spent in unwaged work (whether that be caring for children or elderly 
and sick relatives), or other unpaid work of social value. Although the 
government would need to "top" up pensions for people outside the 
paid workforce, it is unlikely that women would be as equitably ca- 
tered for as they are now. 

Conclusion 

National Superannuation has many desirable features, especially 
for women. It is a very simple and popular system which treats all 
people as individuals and because it is not linked past financial 
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contributions, it has wide coverage and probably ensures that most 
recipients have an adequate income. There is no stigma attached to 
receiving it or being totally dependent on it. 

It is, however, widely viewed as fiscally unsustainable in the long 
term. While the focus has been on the high cost of the scheme, the 
underlying implication is that future taxpayers will be unwilling to pay 
the high taxes that the scheme will demand. Already the inter-genera- 
tional conflict is evident by calls from business groups to raise the age 
of retirement to 70; the aged persons groups argue for maintenance of 
the existing scheme. 

The question of vaat is an adequate income after retirement has 
long challenged public policy analysts. The difficulty is that any scheme 
that seeLs to maintain reasonable and adequate living standards for 
retirees in the future will be expensive-all the more reason to reform 
the state pension in ways which make it fairer to all and cost-effective. 
Clearly more information is needed about the nature and extent of 
the financial problems experienced by older people and about their 
economic well-being, generally speaking, includ'ng their wealth hold- 
ings. It may be more cost-effective to provide supplementary assis- 
tance for special cases or to subsidize selected goods and services than 
to increase or even maintain the current basic level of National Super- 
annuation. Clearly the age of retirement should be increased gradu- 
ally, starting as soon as possible. 

The challenge will be to design cost-effective and efficient in- 
come policies which achieve fairness, not only for the elderly, but also 
for the rest cJ the population. Strategies will need to be devised to 
augment the available resources to meet the aging problem. This 
means tackling the awkward and unpopular notion of redistributing 
resources from the well-off to the poor at the same time as securing 
an adequate growth of output to improve the base for such redistribu- 
tion in the context of a growing retired population. Income is one of 
the most important determinants of health, and the decisions made 
now for the future elderly will need to be monitored closely. Without 
a commitment to, and appreciation of, the role of the elderly and 
women in society, it is unlikely that retirement policies that are fair, 
sustainable, and which meet wide acceptance will be developed. 
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Postscript 

The New Zealand government announced the following proposed 
changes to the National Superannuation Scheme in the 1989 Budget, 
July, 1989: 

1. An increase in the age of eligibility to 65 ars; to be phased in 
over a 20-year period starting in the year .' ^6; 

2. Lower payments in real terms to around tj% of the average 
wage (currently at 76.5%) by the year 2006; 

3. A flat rate, irrespective of contributions to the workforce, will 
be paid; 

4. The name of the scheme will be changed from the National 
Superannuation Scheme to Guaranteed Retirement Income. 
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CHAPTER 4 



CHANGING ELDERLY IN A CHANGING SOCIETY: 

HEALTH 



Marianne Schroll* 



Introduction 

In our project on The Future Research Study, sponsored by the 
EGV Foundation of Denmark, we focused on two critical issues re- 
lated to health: 

1, Are we developing a society of disabled, as a result of not letting 
old people die? Have we in other words, eradicated "the old 
men's pneumonia," without avoiding cancer, ischemic heart dis- 
ease, senile dementia, incontinence, osteoporosis, etc? 

2. Or v/ill we be able to prevent such chronic diseases by develop- 
ing good health practices in ^urly adulthood? 



*Roskilde County Hospital, and Glostrup Population Studies, Denmark 
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The second issue involves the proposition that if society makes it 
easier to lead a healthy life, and the individual takes responsibility for 
her own health, it ought to be possible to avoid cancer and ischemic 
heart diseases, accidents and suicides, similar to the eradication of 
infectious diseases in our part of the world. The Danish population 
has undergone an aging process after World War II, and thus the 
former population pyramid has changed into a mushroom. Fewer 
children are born now to carry the older generations, and ncwadays 
the elderly live longer than expected from former mortality pi ejec- 
tions. 

An examination of changes in causes of mortality during the last 
two decades can be interpreted so that the fall in mortality is not due 
to any therapeutic breakthrough, but rather increased resistance against 
diseases that the elderly (now as ever) are prone to. Similar changes 
in morbidity patterns are known from The Glostmp Population Studies, 
where a representative sample of 17,000 30-85-year old men and women 
from 11 municipalities around Glostrup Hospital (300,000 inhabit?iflts) 
have been surveyed from 1964 to 1988. The results are used in the 
following four sections. 

I. Are the elderly younger" than elderly were before? Regarding 
biological functions, the results are uniform. "New" 70 year-olds, born 
in 1914, function better than "old" 70 year-olds, born in 1897, exam- 
ined with standardized methods at The Glostrup Population Studies: 
They have less hypertension, lower serum-cholesterol, are less obese, 
have better glucose tolerance and better pulmonary function than the 
70 year-olds examined in 1967. The incidence of certain diseases, sub- 
jective health, and consumption of drugs, however, disturb that pic- 
ture. An increase is observed in diseases in women, where tobacco 
use is a possible cause: bronchitis, intermittent claudication - and ac- 
cording to similar Swedish cohort studies-osteoporosis (and hip frac- 
tures) among women. 

The improved biological function in the 70 year old males and 
females of 1967 vs. those of 1984 has been observed simultaneously 
with better living standards, education, pensions, and care. 
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In addition, a more intense therapeutic contribution against high blood 
pressure, reduced tobacco consumption (males) and increased physi- 
cal activity, especially among females, should be i»oted. 

II. If "aging" were the only cause of disability among the elderly, 
future research would be easy. A simple prognostic calculation of the 
actual health status of tiie populadon is all that would be necessary. 
The disabiliues as observed among the elderly at present are, how- 
ever, not inevitable. Jntrinisic aging has no special importance for a 
normal autonomous daily living among young-olds (age 60-80). Only 
after age 80-85 (but with great individual differences) are so few re- 
sources left that activities have to be reduced. Anyway, when we 
observe more old than young people who are disabled, it is due to age- 
related diseases y diseases with higher incidence with increasing age. 

A therapeutic intewention can mean a reversal of this process. In 
the 1914 population in Glostrup, antihypertensive treatment was one 
among several factors contributing to an average blood pressure re- 
duction between 1964 and 1984. Many old people are, in addition, 
marked by wear and tear from the environment, and "rust" - i.e., inac- 
tivity of body and brain. In the 1914 cohort we found a significant 
association between smoking habits and pulmonary function between 
the ages of 50 and 70. Whe.n cholesterol values fell in the same 
individuals from their 50th to their 70th year of age, it must be due to 
changes in life style, diet, and physical activity. If from childhood on, 
we could reduce strains from the environment and improve our life 
style, it would be possible to prevent disabilities in old age. 

III. People with better scores in tests of activities of daily iving 
live longer without help from others. As more people seem to reach 
retirement age with well-functioning characteristics, their chances of 
becoming even older and in good shape will be better than former 
generations. The tendency towards "rejuvenation" occurring over the 
last two decades makes it probable that the years they gain will be 
'^active years". 
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To support this hypothesis, we can use fmdingc; from th*. study of 
the 70 year-olds surveyed in 1967 and 1984 in Glostrup, together with 
findings from the study of 75-, 80-, and 85 year-olds in the city of 
Copenhagen. A greater proportion of people reaching the age of 70 
(retirement age) will be healthy and functioning well. With better 
function at that age, the probability of independence in one's own 
home will increase, improving active life expectancy. This is an im- 
portant argument, when the cost-benefit of prevention is discussed. 
The argument is too often posed, that we postpone disability, biit with 
no savings for society in the long run. The counter-argument is that 
prevention avoids disabling diseases and gains active years. 

IV. The older generations have, over the last decades, gone 
through a rejuvenation. Will the trends continue? Cohorts born 
between 1920 and 1940 constitute the larger part of the elderly be- 
yond year 2000. The health of those cohort? now can be compared 
with the health conditions of today's elderly, thereby getting an im- 
pression of probabilities o£ decreasing or increasing disability, when 
they grow older. The results depend, however, on the measures of 
health employed. 

Mortality from myocardial infarction has been reduced in fe- 
males in Denmark ever since the 1950's; in older males from the early 
1970's; and now also in younger males (about 10%). It should be 
possible to fulfill the goal set by the World Health Organization to 
reduce mortality from ischemic heart disease in the population under 
65 years of age by at least 15% before the year 2000. It can be 
realized with s continued effort to treat it, and that way reduce mor- 
tality from myocardial infarctions still occurring, but especially by re- 
ducing the risk factors, primarily blood cholesterol and tobacco con- 
sumption. 

Mortality from strokes has been falling in all sex and age groups 
in Denmark after World War II, partly due to blood pressure control. 
A further reduction will depend on reduction of atherosclerosis by risk 
factor reduction. 
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Cancer has been increasing in the Danish population after World 
War II, related to increased consumption of tobacco and alcohol. The 
goal set by the World Health Organization to reduce cancer-mortality 
by 20% may hardly occur before year 2000. If so, it has to be through 
a breakthrough in cancer treatment. Lung cancer mortality in women 
can, for in«:tance, be expected to rise (75%) due to the increased 
frequenc)' of smokers among them. 

The only way to know whether people feel healthy is to ask them. 
Subjective health has shown good correlations with other -- objective 
-- measures of health, and it has good predictive value. No great dif- 
ferences are seen between males and females and among the different 
age groups' proportions of persons finding their health good, average 
or bad. The answers are influenced by people's own expectations of 
health at a given age. That is one explanation for the high frequency 
of subjective good health among the elderly. Some investigations 
point toward improvement of subjective health in the population over 
the last decades. 

Whether that will continue depends on the awareness of signals 
from the body or signs of disease. Such awareness is more pronounced 
in females than in males and more among young than old. That can 
be of importance for the way each of us will act to improve our health. 
On the other hand, it can mean that the threshold for asking for help 
will be lowered. One can foresee increased use of medicine as well as 
more alternative treatments as new cohorts with more "body aware- 
ness" grow older. 

Health expenditure^^ in Denmark have been increasing, from 1970- 
85, but to a lesser degree than Gross National Product (5.5-6%), 
although there has been an aging of the population. The increase is 
probably not caused by a worsening of health, but is due rather to 
covering of previously uncovered needs, an awareness of the impor- 
tance of staying healthy, and increased demands for service, along 
with increased possibilities of treatment. 

A disability becomes a handicap when activities of daily living are 
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compromised to a degree that independence is given up. Today, 70% 
of 75-85 year-olds in Denmark live independent lives; 10% are in a 
nursing home and 10% ar^. dependent on personal help in their own 
homes, whereas another 10% only need a helping hand. The disabili- 
ties threatening independence among the elderly are the five "big Fs: 

• Immobility caused mainly by arthrosis and stroke. In 
the future, some of the 60,000 housebound elderly 
might be helped by more accessible apartments. 
Arthrosis can be managed to a certain degree by sur- 
gery. 

t Instability with risks of fall can be prevented by 
physical activity. Especially in case of inactivity due 
to acute diseases, rehabilitation must take place al- 
most immediately, if ability to walk is to be regained. 

t Intellectual reduction due to senile dementia makes 
4-6% of all retire persons dependent on help. When 
more people become older, that will increase the num- 
ber of demented people in the population. 

• Incontinence can to some degree be prevented, and 
if mar'^'st remedies can be fitted, the added social 
problems can be avoio \ 

• latrogenecity is the disability and dependency forced 
upon the elderly as side effects of treatment. It is 
often necessary to adjust treatment and stop unnec- 
essary medication, and inform about and help the 
intake of medical treatment that does have to be con- 
tinued. But side effects are not only associated with 
pills. Some old people are stricken by a loss of func- 
tion secondary to diseases and treatment of other 
organ systems. As the teaching of geriatrics is spread 
more in the health service system, routines prevent- 
ing secondary loss of function in elderly patients will 
be more widely maintained. 
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V. We have not obtained equality in health. To the degree we can 
predict whether some of the groups now more prone to diseases wili 
diminish or grow, we can predict the health consequences for the eld- 
erly of tomorrow, compared to the elderly of today: Male mortality is 
higher than female mortality, but morbidity measured by use of health 
services is, however, greater among females. An "equality" regarding 
ischemic heart disease and cancer can be foreseen after the yea: 2000. 

Geographical differences can be seen even in Denmark with higher 
mortality in urban than in rural areas. This i: due to a selection of 
people more prone to diseases, in the city. Also, geographical differ- 
ences are seen in subjective health, the threshold for visiting general 
practitioners and doctors' choice of treatment (medicine and opera- 
tions). Access to health services probably will be still more leveled 
out over the country. 

Mortality and morbidity differ according to occupation and indus- 
try groups. The work environment has mainly been improved during 
this century, but it is a question whether that trend will continue. 
What are the consequences for retirement age of working conditions 
now endured by 40-60 year-olds? Mortality and morbidity have so- 
cial-economic correlations, so lower classes have more illnesses; ac- 
cordingly, risk factor distributions are preponderant among unemployed, 
divorced/widowed and persons with lower education. 

It is foreseen that morbidity among women will approach the 
male disease pattern, when more females live under male conditions. 
The Glostnip data show, however, no difference between lifetime 
housewives and employed women at the age of retirement. More 
employed women in the future implies more with higher wages and 
improved health; and also more with low wages and monotonous and 
paced work, correspondingly with disabilities. We crn thc/efore fore- 
see a polarization in health among female pensioners. 

A hvpothesis has been discussed in Denmark about the relation- 
ship be^veen early retirement and health. On one hand, chronic 
diseases might be a main cause of early retirement, but one might also 
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believe that early retirement through an altered social role might 
make a person ill. It has now been shown that any weaknesses are 
improved by retirement, and the opposite hypothesis has not been 
verified. 

Through 1950-70, the Danish Welfai i State was created. The 
more class-related differences in health have thereby almost been 
eradicated. Currently the health differences between the mainstream 
society and the one-fifth of the population who are unemployed, di- 
vorced, and without education, are striking. From that experience one 
can foresee a reinforcement of "the paradox of the elderly": Most 
become healthier but a smaller proportion is even more disabled. 

Life style has health consequences. Important here is alcohol. 
Alcohol consumption has tripled over 20 years, increasing the related 
mortality, morbidity, and disability. Tobacco consumption has changed; 
fewer men, but more females, are smokers. At present, 45% of both 
men and women are smokers. They smoke an increasing number of 
cigarettes per day, so the total tobacco consumption in Denmark is 
unchanged. As smoking has health consequences, a change in smok- 
ing related diseases can be expected among the future elderly: To- 
bacco-related diseases will occur with similar incidence, but especially 
in the lower social classes and with less sex differences than today. 

A national dietary survey has shown little difference in diet be- 
tween age, sex and educational groups. All Danes cat too much fat 
(40%), and too little potatoes and bread. Parliamenv has approved a 
Danish nutritional policy aimed at the reduction of the consumption 
of fat. If that becomes a reality, it can reduce atherosclerosis, obesity 
and possibly cancer among the future elderly. 

In recent years, the elderly have become more aware of the im- 
portance of physical activity. Good, regular exercise habits are pre- 
ventive against heart diseases, osteoporsis and other disabilities in the 
locomotor system. Exercise assures direct well-being and facilitates 
activities of daily living. One brisk walk a day is enough. 
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VI. The individuars attitudes towards his/her own heahh and 
self-c^.e is of primary importance for health among the future elderly. 
Self-care is the concept characterising the task for health practices by 
people themselves. Self-care is the basic form of prevention, treat- 
ment and care. The effort is relatively constant over the life course, 
changes scarcely with aging, but may be influenced by experience and 
changing life conditions. 

Differences between self-care among the elderly now and in the 
future can be expected, if there are cohort differences in self-care. It 
is important that self-care can be improved also among the elderly. It 
is important to strengthen enthusiasm, the belief that what you can do 
yourself is also valuable. Concrete information about what you actu- 
ally can do to stay healthy is also necessary. If a greater proportion of 
middle-aged people believe in self-care obtain better education on 
health matters, and are supported by friends and officials to "ceep it 
up, that generation will do better, as they grow older. 

VII. The influence of health services on health among the elderly 
in the future can be described according to "the chain of treatment": 
Healthy-sick-hospitalized-maybe in need of care. 80% of aged pen- 
sioners in Denmark are healthy and functioning well in their own 
dwellings. 40% are reached by municipality services. Among the 
healthy persons can be selected some with increased risk of decreas- 
ing function and dependency ("risk persons" = single, ill, moved to 
other areas). 

Prevention, however, can more effectively be directed aguinst 
"risk situations" (becormng widowed, hospitalized, change of dwelling, 
etc.). It might be a common right for elderly Danes tc look forward to 
a visit from a home nurse, similar to the prophylactic visit to all 
newborns. Through such a visit, the older citizen can get to know the 
person who might be of help in any risk situation. It is still an issue as 
to whether all elderly ought to be visited, or a concentration only on 
risk groups is possible. A Danish intervention study (Rdovre project) 
has shown an effect on mortality and hospitalization from preventive 
visits (every 3 months) to everybody above the age of 75. 
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Health screening by general practitioners has been suggested for 
the elderly. More informal case-finding by the family doctor will 
probably be far more valuable, giving individual advice as to diagno- 
sis, treatment, function and social background. A serious risk situ- 
ation is hospitalization. The reasons why hospitalizations and use of 
bed dayj are increasing among the elderly can be: 

1) The increasing number of elderly. 

2) Better access to non-invasive diagnostics and gentle 
treatment(anesthetic). 

3) Ageism. 

4) We do not master the risk-situation of discharges, so 
many elderly patients have to be readmitted (33% in 
one yearV 

5) Bed days for different mpairments are used in suc- 
cession instead of the simultaneous treatment of dif- 
ferent organic diseases, due to over-specialization. 

6) Diagnoses and treatment of one organ lead to side 
effects or loss of functioi) in other organs. 

7) The primary sector is not ready to take over care of 
the elderly, when hospital treatment is finished. 

8) We sustain life by "all means". 

9) Disease incidence may be increasing. 

These possibilities are discussed further in the Danish Future 
Study. It appears that if we continue to try to adapt elderly patients to 
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heakh system designed for younger patients and their diseases, and at 
the same time maintain "ageism" in the priority of resources, more 
elderly will become in need of care, because in case of disease they 
end up between the different service possibilities. If, however, we 
follow the intention of better prevention, treatment and care of the 
elderly, we can-directed by the results of several recent projects - 
adjust our health system to different individual needs, and thereby at 
each stage prevent deterioration. (Primary, secondary and tertiary pre- 
vention). 

Conclusions: 

Old people will be even older. 

One condition is that the most common chronic, degenerative 
diseases (ischemic heart diseases and cavcftr) can be prevented, so 
that their incidence is postponed. Another condition is that therapeu- 
tic progress diminishes mortality from diseases which are, after all, 
appearing. The improve^^ents in life conditions and life style, which 
have made every new cohort of pensioners healthier and well-func- 
tioning, might not continue. 

If "the mortgage-diseases" shall be postponed, it demands a knowl- 
edge about care for one's health during the life course individually, 
and a very active social engageLient, where preservation of health is a 
priority in all decisions in society. If all cases of ischemic heart dis- 
ease and cancer could be prevented, the average life span would be- 
come close to 85 years. Probably heart diseases will only be reduced 
by one-third before the year 2020, and the incidence of cancer will 
increase. 

The difference between male and female mortality will be reduced. 

Equality in all areas of life will probably lead to equality in work 
stress and life style, and so will "risk factors" for the most common 
causes of death. Female mortality from lung cancer and myocardial 
infarction is supposed to increase, while male mortality is decreasing. 
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Even a substantial reduction in male mortality from coronary heart 
disease will, however, not reduce the female advantage before "he 
year 2010. Until then, the gap is conditioned by heart deaths, whic' 
already have occurred. 

The gained years will be active years. 

As chronic diseases will be postponed, a large amount of the 
young-olds will stay healthy and well-functioning. Their possibilities 
to maintain physical ai.id mental abilities are thereby improved, so 
they have better resistance against diseases which might be controlled. 
A positive process is thus initiated, leading to more independence 
among 85 year-olds, for instance, and also an increased probability to 
stay independent in the following years. 

The absolute number of old people in need of care will increase, but 
the mean age of demand for care will be highe;:, and the total demand 
will be heavier. We can expect more very old, single, demented, 
incontinent, anxious people to be cared for. The reason is that we 
prevent fatal diseases, but the therapeutic possibilities of treating and 
keeping people with diseases alive is of even greater importance for 
the postponement of death. Accordingly, the pool of elderly with 
cancer and ischemic heart diseases increases. This might not increase 
the demand for care as such, but survivors fiom myocardial infarction 
can catch other chronic disabling diseases. The prevalence of such 
non-lethal but handicapping diseases will increase in society, and a 
loss of abilities will follow. 

Health status of the future elderly will be characterized by polariza- 
tion between categories of elderly. Differences in the now middle-aged, 
the future elderly, are greater regarding education, social conditions 
and life style, than in the elderly of today. Retired people after year 
200O will be divided between (1) a group looking back upon a life with 
employment family and some education; and (2) a group who during 
a lifetime have been mostly unemployed, uneducated and divorced, 
with related health problems. We will-also see a subdivision in the 
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elderly, with active self-care, caring for themselves or accepting and 
using official help, and the passive elderly not able to cope with dis- 
ease and be'^oming dependent when help is offered. 

Technological devices will set limits between elderly using thenz 
and those elderly suspicious of or disinterested in this kind of enter- 
tainment/help/supervision. The subgroup of elderly in need of 24- 
hour care will, to a higher degree, be marked more by anxiety and a 
diminished structure of daily life, than by serious physical handicaps. 

The demand for resources for the elderly will increase. Probably 
the expenses of prevention, treatment and rehabilitation of elderly 
will be less, as we try to find the right help for the right person h the 
right moment. The total account depends on the increasing number 
of elderly. 

The expectations for care when a need is felt can be fulfilled 
individually, as we learn more about aging and geriatrics. The fev/ 
people reaching very high ages will, however, be increasingly at risk 
for loss of resources due to normal aging-a reality around age 100- 
and the increased disease incidence related to age. They are in need 
of correct care, when they get that old. The increasing number of very 
old in need of care can thereby increase expenses. 
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CHAPTER 5 

USE OF HEALTH CARE AND SOCIAL SER^TCES BY 

THE ELDERLY: 
DETERMINANTS OF PRESENT USE AND FUTURE 
DEVELOPMENTS 

Anneke Kiaassen-van den Berg Jeths* 



IntroductiO/n 

Research into the way services are used has already had a fairly 
long history. The purpose of this study was to seek an explanation for 
the variations in the use of service facilities. It became clear that it is 
not only a person's state of health that can influence the extent to 
which services are utilized -- all kinds of purely individual and social 
factors, also play a part. In the fi st section of this chapter, the main 
results of a literature srudy relevant to this field are presented. The 
second part will confront the question as to whether the future will 
bring about any changes in the factors which have a direct bearing on 
the felt-need for particular services. Future generations of the elderly 
will probably reveal other characteristics than the current generation. 
Without doubt, their educational level will be higher, they will have 
had fewer children and they will constitute a greater percentage of the 
total population. 



♦Department of Planning, Organization and Policy Studies, Faculty of Social Sciences, 
University of Utrecht, The Netherlands. 
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Other aspects are as yet uncertain, but studies have begun none- 
theless in the quest for some degree of insight and knowledge about 
the changes which will come about and their consequences for the 
health care and weliaic services. (32) 

Service utilization determinants 

Study of the way in which (health) services are used shows that 
there are five different directions in research: 

- the demographic approach: in this approach, a study 
is made of the possible relationship between service- 
use and personal characteristics such as age, sex, so- 
cial-economic status and income; 

- the social-psychological approach: efforts are made 
here to explain an individual's medical consumption 
as arising from his motivation, or lack of it, to seek 
counsel, his medical knowledge, his personality as such, 
his confidence in the doctors treating him and his 
attitude towards health and medical science in gen- 
eral ("Health Belief Model"); 

- the social-cultural approach: the main points of at- 
tention here are the general consensus regarding 
health and sickness norms within a particular social 
group, the religious beliefs, the general cultural back- 
ground (nationality, ethnicity) and the influence e x - 
ercised by network members (parents, friends, family 
members); 

- the financial economic approach: at the center of this 
approach is the question as to what extent the type of 
health insurance (differences in the medical consump- 
tion of state health insurance and private health in- 
surance) directly affects medical consumption; 

- the behavior model: this model endeavors to reach a 
combined analysis ot as many as possible of the vari- 
ables included in the previous models; the point her^ 
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is to try to eliminate the drawbacks of the more lim- 
ited explanation-possibilities which work purely on 
the basis of psychological, social-cultural or financial- 
economic variables. 
It is the American researchers, in particular, who have u^ed the 
behavioral model as the starting point of their studies. The pioneers 
of this tradition are Andersen and his team-colleagues, who have been 
dei'eloping and refining this model since the end of the 1960s. (1,2) 

Andersen's model 

Initially, the main purpose was not to look for an explanation of 
the differences in utilization of available services. Twenty years ago, 
it was the accessibility of U.S. health care services in general and the 
curbing of the discriminat'"'^ Jements governing access to them at 
that time, which, formed the most important aims of this type of re- 
search. A number of Ame "''an authors, who even today continue to 
base their activities on Anc .rsen's work, regard their primary aims as 
the explanation of the differences in services-use and the modification 
of the original variable-model. The behavior model, however, is not 
confined to the search for an explanation of the use of health care 
services, but also includes social service facilities in the analysis proc- 
ess (e.g., family care, meals-on-wheels and recreational services etc.). 

The Netherlands is far less familiar with one overriding research 
tradition. The study of service-utilization determinants is inherent in 
several of the approaches mentioned earlier. Bearing in mind thai the 
behavior n.^del contains a large number of variables and claims be 
more complete than the other methods, it was decided to include an 
analysis of studies using the behavior model as their point of depar- 
ture in this present study. 

Tlie Andersen model consists of three groups of variables: 
- "predisposing variables": including demographic vari- 
ables such as age, sex, civil status and previous medi- 
cal history, race, occupation, family size, religion, and 
values and norms relating to sickness and health and 
medical knowledge; 
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- "enabling variables": these either hinder or encour- 
age peoph to use available services and include indi- 
vidually-related variables (income, insurance system) 
and neighbourhood or insurance system/organization 
variables such as availability, accessibility and accep- 
tance criteria; 

- "need for care factors" or "illness level": variables 
which influence the need for use, such as illness, handi- 
caps and functional-disabilities, and t'n** degree or their 
seriousness, as presented either by the patient him- 
self ("perceived illness") or his doctor ("evabiated ill- 
ness"). 
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Figure 1 
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A number of large-scale multivariate studies have tried to pro- 
vide an answer to the question of what is the significance of the 
separate independent variables for the dependent "service-use" vari- 
able. Some authors use Andersen's model fairly freely, selecting and 
supplementing the variables as they see fit, and sometimes the modifi- 
cation of Andersen's model becomes an aim in itself. This has inevi- 
tably led to a wide divergence in variables. We were able to record a 
total of more than 40 independent variables in the publications under 
review, resulting inevitably in limited possibilities for comparing the 
results of the various studies. There were also wide differences with 
regard to sample populations and the services analyzed. 

Despite the low degree of research comparability using Andersen's 
model as the base, the results do nonetheless point in the same direc- 
tion: 

i> In the service-use variation (contact and volume) only 
a small percentage could be explained: 

* Jamily-doctor care: 9-25%; (2,3,4,5,6,7) 

* hospital treatment: 6-14%; (2,3,4,6,7) 

* nursing home care: 3.5%-10%; (7,8) 

* other ambulatory facilities (home care, district 
nursing, meals-on-wheels, lunch-services, transport, 
service centers, recreational services, etc.): 
15-43%; (3,5,7,9,11) 

f The most important factor in determining the total 
variation in the use of health care services stems 
from the "need for care variables" (state of health, 
handicaps, functional disabilities); in most case** the 
"need variables" accounted for at least double the 
total variation than the "predisposing" and "enabling" 
variables combined; and so far as the social service 
facilities are concerned, it is "service awareness" 
and the "presence of informal help" which largely 
contribute to the explanation of differences in use. 
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The reasons for the limited capability of the behavior model to 
explain the variability of service-use might be summarized as follows: 

a. The behavior mode! lacks a theoretical base. It is 
hardly more than a more or less systematic enumera- 
tionof a varying number of independent variables with 
"service-use" as a dependent v-nable. Hypotheses on 
the relationship between tir. ^ indent and independ- 
ent variables are lacking. 

b. In multi-variate analyses, psycho-social and cultural 
factors seem to play a relatively unimportant role, in 
contrast to the qualitative, small-scale analyses. This 
probably arises from the use of a general conceptual 
model, the large cross-sectional surveys, the large 
number of variables and the lack of accuracy in 
measuring the many variables. 

c. This model was originally intended exclusively for 
the medical ser\aces (family and hospital doctors and 
dentists) and it is questionable whether it can auto- 
matically be applied to services in the social welfare 
sector. The two different types of service with vary- 
ing functions presumably have their own particular 
influencing factors (in part at least). 

d. The behavior model is intended for application to 
the whole population. If the model is used to explain 
the care-consumption rate of a sub-group of the popu- 
lation (e.g., the elderly), the variation in the care-use 
is automatically reduced. 

The question is, can a model incorporating other, or more inde- 
pendent, variables provide a better prediction rate, or is service-use 
dependent on processes which cannot, or only partially be "captured" 
in one model? 
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A Furthi/ Study of Service-use Determinants 

A second literature survey was carried out in the quest for a 
better understanding of our subject and in this case we analyzed stud- 
ies of service-use not based on Andersen's model. This type of study 
is generally not concerned with multi-variate analyses but rather more 
on the simple statistical interdependence between one or more inde- 
pendent variables and service-use. 

This part of the study revealed, once again, that the discovery of 
influencing factors on medical-consumption is very largely determined 
by the research design. A few of our findings: 

Family doctor care 

Use of the family doctor service went hand in hand, amongst 
other things, with: "an inclination to complain" (12), "an inclination to 
consumption" (13), type of medical insu^.^nce (14), "insurance cover" 
(14) and the travel distance between doctor and patient. (15) 

Hospital 

There have so far been very few studies of the factors which 
influence the use of hospital facilities (either as an in-patient or out- 
patient). There are also a number of completely different ty^es of 
research; besides survey-research projects, we also come across analy- 
ses on an aggregated level, in which characteristics of a whole popula- 
tion - such as the unemployment rate - are related to medical con- 
sumption. Studies of this kind enjoy a high percentage of explained 
variation, i.e. between 70% and 98%. (16, 17) These results do not 
lend themselves, of course, for translation at the individual level. 

Those people included in a heaUh insurance fund, without back^ 
ground factor adjustment, apply for 2% less specialist consultations 
than those covered by private health insurance. After background 
factor adjustments (other than the state of health), however, it be- 
comes apparent that people with private health insurance make 16% 
more use of specialist treatment. The reason may lie in the different 
tariff levels and the amount of insurance cover. Consumption differ- 



ERIC 



48 

57 



KLAASSEN-van den BERG JETHS 



ences between state and private health insurance, from the point of 
view of the number of days hospitalized, could not be explained on 
the basis of differences in background factors. It seems likely that the 
difference here lies purely in each patient's medical condition. The 
number of hospitalization days was 34% higher for state medical care 
scheme patients than for privately insured patients. (14) 

Other services 

We are v^oncerned here with family care, district nursing services 
and homes for the elderly, and once again we see thai the results of 
the various studies ''ometimes show a common direction and some- 
times (partially) contradict each other. 

The independent variables, sex, age (except for formal help), edu- 
cational level (except for private home-help) and degree of urbaniza- 
tion seem to offer no explanation for the differences in family/district 
nursing services, informal help and private home-help (in this case 
informal help and private home-help were regarded as dependent 
variables). A poor ADL-validity, lack of mobility and living alone 
greatly stimulate the call for professional help. (18, 20) People with a 
lower level of education receive more frequent help from the home- 
help services, children and other family, than do those of a higher 
educational level. (18, 19) Home owners tend to request homes for 
the elderly less than those living in rented accommodation (influenced 
by the 'own-contribution' regulation), even in cases of serious handi- 
cap. (]9) Anxiety and feelings of depression and stimulation to use 
care by the social network, show a positive relationship to service-use. 
(21. 13) 

Future developments concerning the demand for service 

In studying future developments in this area, we made a selection 
of independent variables. The number of variables with a strong 
relationship with the dependent variable is, in fact, not so large. We 
mainly have made use of data from studies carried out exclusively in 
The Netherlands. In this way we arrived at a total of 12 selected 
variables: 
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Need variables 

- state of health (perceived and evaluate:d) 

Predisposing variables 

- age 

- sex 

- civil state/household composition 

- education 

- social-economic status 

- accommodation 

- social network 

- (household) capi^bilities 

- norms, values and attitudes towards sickness and health 

Enabling variables 

- income 

- availability of informal help 

We then looked at the changes we might expect to see in these 12 
variables in the future and their likely consequences for future plan- 
ning needs. The period 2000-2010 is our point on the horizon. Al- 
though our explorations into the future are directed solely to the 
situation in The Netherlands, the conclusions drawn are equally appli- 
cable to other Western countries. 

State of health in the future 

The question is: will future generations of older people be health- 
ier than the present generation of elderly (bearing in mind the longer 
life expectancy - in 1988 this was 73.5 years and is expected to rise to 
74.5 years in the year 2000 for men, v^hile the female population had 
an average life expectancy of 80 years in 1988 and is likely to reach 
80.5 years in the year 2000), and will the illnesses afflicting the popu- 
lation today be avoidable or completely curable tomorrow? These 
questions have been approached in two different v^ays. 
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Firsi, we looked at the possible existence of trends in the past 
which might reflect changes in the health status (evaluated and per- 
ceived) of old people. Over a period of roughly 25 years, it was appar- 
ent that - with the exception of an increase in respiratory disorders - 
there have been no striking changes in health profiles (see Table 1). 
(30) 

Table 1 

111 Health in Persons Aged From 65-70 Years in 
Both 1955-1957 and 1982 (in percentages for each 
category) in The Netherlands 

Males Females 
1955-'57 1982 1955-'57 1982 



Rheumatic complaints 


22 


26 


34 


36 


Dizziness 


13 


11 


18 


20 


Diabetes 


3 


6 


. 6 


7 


High blood pr^'ssure 


13 


15 


33 


26 


Shortness of breath 


8 


23 


13 


27 


Asthma 


1.4 


4 


0.3 


3 


Chronic coughin^ 


5 


14 


4 


9 



In the "perceived health" as well, no significant changes have 
arisen since 1974 and if this trend continues into the next decade and 
beyond, then once again we can expect to see very few changes. 

Secondly, we analyzed a number of publications devoted to the 
future state of health of the elderly: Note 2000 (a government memo- 
randum), scenario-studies on aging, cancer, heart and vascular dis- 
eases and publications concerned with the "Fries thesis". (22-27 incl.) 
In 1980, Fries predicted that the number of extremely old people 
would not increase, that chronic illness would burden smaller propor- 
tions of their lives and that this would ultimately result in a decreasing 
need for medica; •^are in old age. These predictions have been at- 
tacked from all sides. 
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The expectations in The Netherlands on the state of health of our 
old people in the year 2000 have created less controversy. The Note 
2000 and the scenario-study on aging both express the expectation, 
that the health of the aged in the coming 10-15 years is not likely to 
undergo any real change. The demographic development is the main 
reason for the increase in the degree of illness in the population. 
Only ischemic heart disorders are expected to show any decline (Table 
2). 

Table 2 

Esthnated increase in the prevalence of four 
disease categories in old people in the period 
1985-2000 in The Netherlands 

Number of Number of Increase/ 
patients patients decrease 

Disease /disorder in 1985 inlpOO 1985-2000 

Rheumatism* approx. 1.1 million approx 1.3 ro.. 
(55 years & over) 

Dementia* approx. 132,000 approx. 157,000 
(65 years & over) 

Cancer** approx. 150,000 approx. 210,000 
(excl. skin) 
(60 years & over) 

Ischemia** approx. 289,000 approx. 222,000 

(all age groups) till 283,000 



+ 18% 
+ 19% 
+ 40% 

- 23% 

- 2% 



♦Demographic calculation 
♦♦Scenario-studies 
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The growing need for medical care in the future will emanate not 
only from demographic shifts but also from improved scientific know- 
how in the treatment of cancer, hea'-i and vascular diseases, in par- 
ticular, and will carry an increased life expectancy with them. In view 
of the fact that most diseases have a long incubation period, any 
preventive measures taken between now and the year 2000 will have 
little apparent effect. 

Age and sex 

The older we get, the more use we need to make of the medical 
and social services. A possible relationship between service-use and 
gender is, however, less evident. Relatively speaking, women make 
more use of the family doctor service and homes for the elderly than 
do men, but just as much, or less, use of the ambulatory mental health 
and hospital services as men. 

Population prognoses issued by the Central Bureau of Statistics 
show an important increase in people aged 65 and over. The male 
population in the 65-79 year-old category is expected to have risen 
16% by the year 2000, as against 12% for the female population. The 
male 80+ group will increase by 11% and the female 80+ group by 
22% in the same period. So the 'double greying' of the population 
will have an important influence on future service use. 

Civil status/household 

According to the populaion forecast, the year 2000 is not likely 
to show much change in the civil status of our c^der citizens, except in 
the area of divorce - a rise from 3.6% to 5.9% is expected here. This 
prognosis does not, however, cover the composition of Dutch house- 
holds in the future; new life-styles, such as "living together" and "group 
living-units" for the old, are expected to result in less single house- 
holds than might be expected when looking at the formal civil status 
figures alone. The percentage of old people living with or near their 
children or grandchildren has seen a decline in recent years, but on 
the other hand, has shown a rise from 9.6% in 1979 to 15.2% in 1987 
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for those above the age of 80 years. Developments of this kind are 
important with regard to the availability of informal care-services. 
We assume that the perc^ ntage of single households will not increase 
significantly in the coming years, the tide of negative and positive 
shifts ensuring a steady balance. But in absolute figures there will be 
an important increase in people living alone. For people over 75 it is 
expected to be 40% in the year 2000! 

Educational level and social-economic status 

Both of these variables are important for different reasons: gen- 
erally speaking, the benefits of a higher education and a higher social 
status make for better health; people from the higher status groups 
usually enjoy a higher income, which enables them to make more use 
of commercial help. And finally, as mentioned earlier, there is a 
direct connection between the social group and the use of care-facili- 
ties (the lower social strata make, on average, more use of family ca-j 
and/or district nursing services, while requests for a place in homes 
for the elderly are more likely to come from the middle groups). 

Improved educational facilities for the young will find their re- 
flection in a better-educated elderly population in due course, and we 
might reasonably expect a corresponding rise in the number of elderly 
joining the higher social status groups. This could lead to a slight 
improvement in the general health of the older age groups (although 
the figures mentioned in Table 1 don't give much evidence for this). 

Accommodation 

When the elderly become incapacitated and less mobile, but are 
nor .neless suitably housed, they show a distinct disinclination to de- 
mand formal help from the social service sector (home help and homes 
for the elderly). On the other hand, satisfactory or unsatisfactory 
housing seems to have little or no influence on the degree to which 
old people avail themselves of the health-care services around them. 

There is still a substantial shortage of suitable accommodation 
for the elderly, particularly small, independent, housing and no real 
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improvement in the situation is expected before the year 2000. Even 
then, we anticipate a shortage of 290,000 small rented properties and 
60,000 small private ov^nership properties. (31) 

Home owners, relieved of mortgage payments, have an obvious 
financial advantage above those who still have to rent their homes in 
old age; this financial margin allows more room to m^ineuver and 
enables a pensioner, for instance, to have paid-help in the home, etc. 
ITiis might also explain why homeowners make less use of the district 
nursing and family-care services. 

The scrJal network 

Both the extent and the quality of the social network influence 
the demand for services. Those happy with friends and neighbor.^, for 
instance, are less inclined to seek admission to a home for the eldf rly. 

We can expect an elderly person's family network, howevo;, to 
shrink as the years go by - in the 75-year period from 1939 to 2015, 
for instance, the number of close relatives (brothers, sisters and chil- 
dren) of women aged 60 will have been halved. Against this, it is 
worth noting that women who reach the age of 60 ye?rs in 2015 are 
more likely to have at least one parent still living than their counter- 
parts in earlier age-cohorts. But these elderly daughters may have too 
many problems with their own health to assist their parents. 

TThe declining average number of children per family and the rise 
in the percentage of childless parents (estimated at 25% in the year 
2000), will result in a decrease in informal care. This will also be 
limited by the growing geographical mobility and the upward surge in 
♦he number of women in paid employment. 

Only a few researchers have dared to offer predictions about the 
nature and extent of the friendship networks. Recent studies have 
shown that the importance of friends rather than family and relatives 
is growing when seen in terms of enjoyment and the sharing of confi- 
dences. Older people, however, still regard the (marriage) partner as 
their main friend and ally. 
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Literest in "group-living" or living-units with shared rooms (living 
room, kitchen, hobby-room) is also expanding, and these too will no 
doubt contribute to stronger ties within the social networks. 

What seems most likely is that the present trends in separation 
and divorce and new relationship forms, will reach out and touch the 
older generations bringing us into the 21st century. Elderly people, 
women especially, will be less inclined in the future to allow their lives 
to revolve around their partners alone, but will look out towards the 
society around them. A large proportion of the very old female popu- 
lation, however, will become and remain widows, just as is the case 
today. 

Household capabilities 

The traditional male and female roles have left many men inca- 
pable of carrying out normal household tasks, and it is for this reason 
that they turn more frequently to family-care services and old people's 
homes for assistance when the more inforn.al help-networks fail them. 
This picture is not expected to alter very much in the near futUi-e when 
we realize that men in the present 35-50 age group still cast them- 
selves in the traditional masculine role. 

For women, however, we can expect a great improvement in their 
ability to handle financial matters because of their increasing level of 
education. 

Attitudes with regard to illness and health 

It is assumed that older people are replacing the traditional-magi- 
cal idea of sickness by a more modern scientific approach, and that 
the const ption-inclination (the total attitudes and behavior patterns 
which arc all concerned with medical consumption) will increase. This 
is caused, on the one hand, by improved medical procedures (which, 
furihermore, can be influential in the ability of old people to with- 
stand and enjoy the ultimate benefits of medical treatments such as 
'no and knee surgery) and on the other hand, by developments such as 
openness to "second opinions", periodical check-ups and sickness pre- 
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vention programs for the elderly. A; the same time, the inc easing use 
of alternative forms of remedial treatment (insofar as il 3y cov- 
ered by medical insurance) and "de-medicalization movements (such 
as self-help groups) might possibly create a cut-back in the need for 
care-services, although there is every reason to believe at present that 
only a very small percentage of the elderly are, in fact, attracted to 
these relatively new trends. 

Income 

There is a stronger relationship between income and services in 
the social sector than in the health care sector. Hospital admissions 
occur less frequently in elderly people belonging to the higher income 
groups (the result of better health in general, perhaps?), but there is 
no relationship between income and the family doctor services. 

It is clear that the higher income group of pensioners has more 
freedom to shop around in the open medical market, and that they 
resort less to home-help and district nursing service. 

It is assumed that old people will generally be better-situated 
financially in the future, because of wider-ranging and higher levels of 
supplementary pensions. This assumption should be approached with 
caution, however, because important parts of the elderly in the future 
will not have higher pensions (due to an insufficient pension system in 
The Netherlands). 

It is vitally important that the Old Age Pension should not be 
allowed to fall below the level of the social minimum income and 
there is no doubt that large groups of old people in the future will be 
almost entirely dependent on the Old Age Pension. In the period 
1980-1985, the net old Age Pension payment dropped by 13%. Some 
suggestions for keeping the pensions at an affordable level are some- 
what disturbing. It has been suggested, for instance, that the Old Age 
Pension for widowed or single pensioners should be cut from 70% to 
50% (compared to the amount for two-person-households). In short, 
the gaps in income-levels between the various groups of old people 
will undoubtedly increase. 
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Informal help 

It is the informal help networks which respond to e large propor- 
tion of the help-needs of the elderly. They are usually concerned with 
problem situations for which professional assistance is not required 
and which can be dene just as well, or even better, by non-professiun- 
als (the official medical care obtainable by law from qualified doctors 
only is not included here, and neither is the type of help which falls 
under the normal every-day forms of care). 

There are hardly any quantitative data available on the extent of 
this informal help. The helping hand of children, relatives, neighbors, 
friends and volunteers is given more - as could be expected - to very 
old people living alone than to "younger" pensioners not living alone, 
and in most cases is for no more than 1-6 hours per week. 

It is difficult nowadays to draw any real distinction between pro- 
fessions, services, informal help and commercial help because of all 
the new developments in the field of help and care services: informal 
care support by professionals, exporiments in home-nursing, sheltered 
dwellings, private nursing bureaus and "individual care subsidies". 

Voluntary work has also seen a steady increase in recent yeais 
and includes care-services to people outside the family. It is st'U 
assumed, however, that voluntary work is mainly designed to supple- 
ment professional care and is not intended in any way to replace it 
(iong term household care is not included, for instance, and certain 
tasks, such as cleaning, are seldom done by volunteers). 

In what direction will the informal help networks go in the fu- 
ture? Because no real changes in general health standards are antici- 
pated in the near future, any shifts towards self-care at the individual 
level can be expected. If we look at society as a whole, we see a 
growing lack of self-care capacity as a result of the rising number of 
very old people. It might be possible to compensate this increasing 
shortage of self-care capacity in society as a whole, by means of natu- 
ral networks (family, friends, neighbors) and/or functional nef .orks 
(self-help groups, volunteers). These functional networks could be 
based on a sense of solidarity between the elderly themselves or be- 
tween the elderly and the young. Government can take stimulating 
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measures like allowances for caring and comf issionate leaves. 
Consequences for future demands for care-services 

We have attempted to present, in a more quantitdtive sense, the 
conseq. ^nces of the developments described at the level of need, 
predisposing and enabling variables in future care requirements. It is 
possible, first of all, to calculate what effect demograplii'^ develop 
iTients have on service requirements, and here we see .r circum- 
stances remaining unchanged) that in the year 2000 requests for ad- 
mission ro homes for the elderly will rise by 30%, nursing home bed- 
requirements by 20%, and the number of older clients receiving am- 
bulatory psychiatric help by 24%. (23) 

Until now, few researchers have attempted to formulate a quanti- 
tative prognosis, taking account of factors other than the demographic 
developments. A notable exception is the Note 2000 and the assess- 
ment of the number of required places in homes for the elderly. (22, 
19) A planning norm has been developed based principally on de- 
Mand for care factors ^i.c, handicaps, single pensioners and couples, 
"orientation towards Ties for the elderly" and coverage kngth of 
stay). This resuKed in a requirement-norm of 15% of the 75-p!uses, ? 
figure which it is felt can be kept constant for the whole 1986-2000 
period because, in the long term, the undulating requirement-factors 
balance each other out. 

We didn't succeed in presenting a quantitative estimation of the 
influence the determinants described can have on care requirements. 
We can, however, give an outline of the direction of the relationship 
between the dependent and independent variables (see figu.e 2). If 
we take the relative influence, we are concerned with chah5es in the 
proportional division of a particular characteristic visible within the 
older section of the population. And in the case of the absolute 
influence, account is taken of both the relative influence and the 
grov/ing number of elderly people. In this way a rise in requirement, 
in the absolute sense, is possible despite the mitigating effect of a 
particular determinant. 
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Figure 2 




Influence of Determinants on iht Demand for 


Services by the Elderly in the Year 2000. 


Determinants 




Influence on demand 






Relative Absolute 


1. state of health 






* amount df ill health 




0 + 


- increasing medical possibilities 




+ + 
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? ? 


- increased life expectancy 




- double greying of the population 




0 + 


3. civil status/household composition 






- ratio of single household 




0 


4. education and social-economic status 




? 
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5. accommodation 




7 


- rising percentage of home owners 
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- sheltered dwellings 
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and nursing homes) 


- shortage suitable accommodation 




+ + 


6. social network 






- smaller family network 
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7. (household) capabilities 






- traditional male/female roles 
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8. attitudes with regard to illness 
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(medical services) 


9. incomes 
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10. informal/commercial help 






- self-care 
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- informal care 




? ? 


- voluntary work 
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Our schedule makes no distinction between the various services 
(unless explicitly indicated). 

Closing Remarks 

There are more and more advocates of the necessity oearing in 
mind the "needs" and "desires" of the elderly when de. ...lining the 
extent of the care-services, rather than using tlie old "facility" and 
"availability" approach. (28) Our study has, first of all, made it clear 
that there is, as yet, no definitive answer to the question, to what 
extent do demand factors actually contribute or hinder the way in 
which the services are utilized? 

Secondly, we were only able to arrive at an approximate estima- 
tion of what the effects of changes in the determinants are likel;, to 
have on future demands for care-services. 

One of the problems was that only the influence of separate 
developments could be assessed and that it was not possible to draw 
conclusions about the interrelations between the effects. We assume 
that the influence of developments which stimulate the use of formal 
services is much stronger than the influence of developments which 
have a reducing effect on the use of formal services. 

We are not concerned here with autonomous changes: by intro- 
ducing a number of measures (such as pension arrangements, compas- 
sionate leaves) it is possible, to some extent, to steer developments in 
a particular direction. What has been described above, should only be 
seen, therefore, as a possible picture of the future. 

Despite the consumption-stimulating developments, the Dutch 
government is trying to ensure that future medical and social service 
expenditure is kept to a set level. In order to achieve this goal, 
changes in policy are called for: 

• substitution of intramural care by extramural care; 

• substitution of expensive care by less expensive care; 

• substitution of formal care by informal care. 

At this moment, a major reorganization of the health insurance 
system is proposed in The Netherlands. One of the proposals is to 
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reduce the intramural capacity of nursing homes and homes for the 
elderly (at the moment, 7% of people over 65 years of age live in 
homes for the elderly and 25% in nursing homes). The burden on 
informal help and extramural help will be much heavier in the future 
if these plans become reality. 
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